PG Corner
A psychiatry resident on emergency duty receives many calls for crisis intervention, substance withdrawal, patient in altered sensorium, and behavioral complaints. Most of these calls are for patients admitted in medicine, surgery, orthopedic, and intensive care unit (ICU) settings. Therefore, it is necessary for every psychiatry postgraduate student not only to have adequate knowledge about confusional states to asses such patients in emergency settings but also to manage these patients who may be restrained or on ventilation for life support. Such patients are a challenge to residents from other disciplines as they are unable to manage aggression and behavioral problems.
Every emergency has a call for handling delirium. This article is for psychiatry postgraduate students to understand various aspects of delirium, bedside assessment with management of the patient.
An acute confusional state is characterized by sudden decline in both consciousness and cognition, with particular impairment in attention. Delirium is a complex neuropsychiatric syndrome presenting primarily with disturbances of cognition, perception and sensorium, alertness, sleep/wake cycle, and psychomotor behavior in the context of a medical etiology. This variability may overlap with other psychiatric syndromes and has led to substantial under recognition and under treatment in clinical settings. [1] Though reversible, it can be life-threatening if not treated adequately. Hence, one should have always this as a differential diagnosis in mind while assessing patients who are referred for not recognizing relatives, talking irrelevantly, hallucinating, and having behavioral complaints. It is known in medical literature by different names, such as "acute brain failure, organic brain syndrome, limbic encephalitis/ encephalopathy, and ICU psychosis." It has been seen that nearly 50% of people admitted in the medical and surgical wards of a general hospital are over 65 years of age. [2] The reasons for which psychiatric consultation is done in acute emergency or ward settings are for sudden onset: Delirium is a common cause of disturbed behavior in medically ill people and is often undetected and poorly managed. It is a condition at the interface of medicine and psychiatry that is all too often owned by neither. Despite its clinical importance, delirium is often not detected, or is misdiagnosed as or other psychiatric illness.Hence, identification of risk factors, education of professional carers, and a systematic approach to management can improve the outcome of the syndrome. This article is for psychiatry postgraduate students to understand various aspects of delirium, bedside assessment with management of the patient with a focus on etiology , predisposing factors ,pathogenesis & different types of presentation in clinical practice. 
tyPEs of dElirium

Hyperactive delirium
Probably the most easily recognized type, this may include restlessness (for example, pacing), agitation, rapid mood changes or hallucinations, and refusal to cooperate with care.
Hypoactive delirium
This may include inactivity or reduced motor activity, sluggishness, abnormal drowsiness, or seeming to be in a daze.
Mixed delirium
This includes both hyperactive and hypoactive signs and symptoms. The person may quickly switch back and forth from hyperactive to hypoactive states.
managEmEnt of dElirium
The management of delirium follows these basic steps: Prevalence of delirium increases with age and hence is usually seen in elderly who are admitted in emergency settings. The prevalence of delirium in elderly persons living in the community overall is low (1%-2%) but increases with age, rising to 14% among individuals older than 85 years. [3] The factors which predispose or precipitate delirium include the following: The pathophysiology of delirium is as shown in Table1. Time required for estimation is 20-30 min for scoring; higher the score, the more is the severity.
Rating of the patient is generally based on a 24-h time period. It can be administered by psychiatrist, any physician, nurse, and psychologist with adequate training in evaluating phenomenology.
Confusion assessment method
As it is not always possible to asses all points in case of emergency, a simple bedside test can be done which is the is confusion assessment method: The diagnosis of delirium by confusion assessment method requires the presence of features 1 and 2 and either 3 or 4. [5] Items are as follows:
1. Acute onset or fluctuating course -Usually obtained from a family member or nurse and is shown by positive responses to the following questions:
• Is there evidence of an acute change in mental status from the patient's baseline? • Did the (abnormal) behavior fluctuate during the day, that is, tend to come and go, or increase and decrease in severity? 
Other rating scales
• NEECHAM confusion scale [6] • Intensive care delirium screening checklist. [7] Basic steps in management are as follows:
Nonpharmacological management
• Ensure that adequate hydration is maintained • Check for electrolytes, BUN, creatinine, oxygen saturation • Avoid sleep interruption such as unnecessary monitoring during sleep such as blood pressure and sugar monitoring • Ask family members to keep patient informing about event as they occur and introduce members regularly to patient to reduce fear and anxiety • Provide reorientation by clocks, calendars, and well-illuminated room • Interventions that combine cognitive impairment management, sleep hygiene, early mobility, visual and hearing support, and hydration care (HELP protocol) with light therapy have contributed to significant improvement in functional status • Interventions that combine cognitive impairment management, sleep hygiene, early mobility, visual and hearing support, and hydration care (HELP protocol) with light therapy have contributed to significant improvement in functional status. [8] Pharmacological management
• As acetylcholine deficiency is known to precipitate delirium, any drug that is known to have anticholinergic action such as antipsychotics (chlorpromazine, trifluoperazine), antidepressants such as tricyclics, selective serotonin reuptake inhibitors (especially, paroxetine) should be avoided • Low-dose antipsychotics are found useful in managing acute agitation associated with delirium • Choice of antipsychotics in delirium include: haloperidol (0.25-1.5 mg), risperidone (0.25-1.5 mg), olanzapine (1.25-2.5 mg), and quetiapine (50-300 mg) • Quetiapine is most commonly used in treatment of delirium in Indian settings [9] • Benzodiazepines are useful in managing alcohol withdrawal-related delirium, i.e., delirium tremens [10] • Cholinesterase inhibitors such as rivastigmine and donepezil have been found useful in management of patients of postoperative delirium. [11] coursE and Prognosis
Generally, delirium patients recover in less than 1 week and some may take 2 weeks. After removal of causative factor, symptoms usually recede in 3-7 days. Older the patient and longer the duration of hospital stay are some of the factors for extended delirium. Sometimes, delirium may be followed by short period of depressive symptoms and some may have spotty memory of events during course of delirium.
In particular, delirium after remission remains associated with increased risk of functional decline, cognitive dysfunction, and institutional placement and with higher mortality. [13] Financial support and sponsorship Nil.
Conflicts of interest
There are no conflicts of interest.
rEfErEncEs
